Introduction
Occasional case reports have revealed that anorexia nervosa (AN) and bulimia nervosa can arise in an older patient group, including the elderly.`3 Most practitioners have seen older patients with disorders persisting into, or recurring during, later life and such patients are relatively easily understood in the context of prevalent theories of aetiology. However, less common and harder to understand are patients with AN arising for the first time later in life. 46 It is difficult to be certain if some of the reported cases were presenting with the first onset or rather an exacerbation of a chronic disorder -even though this has been enquired about in detail. The patient reported by Launer5 illustrates the problems. She was said to have had no previous episodes of anorexia, but despite not having episodes of amenorrhea, she had had a long-standing eating problem.
A large series of patients presenting to our specialist clinic over a period of 30 years offered the chance to look at the characteristics of patients with late onset AN, and to compare this group to other anorectic groups.
Method
This study used a database of cases attending a specialist clinic offering a service to patients with AN. Patients had been assessed in a 3-hour long, standardized, clinical interview involving patient, parents and, where appropriate, spouse or other close relatives. Subsequently, information from this assessment was entered on a proforma recording 300 clinical variables.
From this database a sample meeting DSM-IIIR7 criteria for AN was derived, and from this sample further sub-samples were drawn (see Table I ). For the main part of the study only female patients were described. Even amongst female patients, only 9 patients could be found with a young onset who could be closely matched with the late onset sub-sample for age at presentation.
The notes of the late onset patients were reviewed for factors that might explain the timing of onset, and whilst the patients were not systematically followed-up, where available, outcome data were recorded.
Results
A stratification by age of all patients meeting criteria for AN by sex was made. Of 557 female patients; 415 (75%) had an onset before the age of 20 years, 523 (94%) an onset before the age of 25, 545 (98%) an onset before the age of 30 and 12 (2%) an onset at 30 years old or more. Of 42 male patients; 30 (77%) had an onset before the age of20 years, 39 (93%) an onset before the age of 25, 40 (95%) an onset before the age of 30 and 2 (5%) an onset at 30 years old or more.
The late onset group are described in detail in Tables II and III . In brief; their mean age at onset was 40.3 years, their mean age at presentation was 46.1 years, and their mean duration of illness was 5.8 years. Their mean weight at presentation was 37.7 kg, and their mean lowest adult weight was 35.3 kg. Forty-one percent were bulimic, 50% used vomiting as a weight control mechanism, 66% used laxatives and 83% engaged in unusually high levels of activity. Eighty-three per cent were married and 66% had children. This group is contrasted with the other two patient groups for age variables, weight variables and symptom variables (Table II) . The groups do not significantly differ for mean age at menarche. The late and young onset groups (not matched for age at presentation) do not significantly differ for duration of illness prior to presentation.
There are no significant differences in the mean weights between the three groups on the presented variables. Data were also collected on the patients' chosen 'ideal' weight, but were not available on all patients and are therefore not portrayed. There is some suggestion, however, that the late onset group had relatively high mean chosen weights -49.7 kg, compared to 47.0 kg for the young onset group and 42.8 kg for the young onset/late presentation group.
For symptom variables, with so few cases in some groups, the data are hard to interpret. What is more noticeable is that the late and young onset groups seem relatively similar to each other. Also of note is that older age at presentation, as in the late onset group and the young onset/late presentation group did not increase the frequency of Data regarding possible precipitants of the illness of these patients came in two forms. Firstly, there were some hard data (Table III) . The onset bore no immediate relationship to marriage. Similarly, it is hard to see a theme in the temporal relationship of onset to the age of the children.
Secondly, there were more soft data. Many ofthe patients had life-long problems with sexual relationships, with an emphasis upon sexual relations sustained for the purposes of procreation but otherwise with intense distaste. Perhaps within this context, at least two patients were known to have been sexually abused as children. Three patients developed anorexia in immediate relation to moving house: one patient when her parents moved house away from her, another under threat of rejection from her brother's marital home, the third faced with a move away from her mother. In one patient the importance of the event was underlined by recurrent dreams preceding anorexia, about a move of family house in her childhood.
The patients were apparently hard to diagnose. Two presented for the first time in renal failure, one was only uncovered following failure to thrive after a possibly inappropriate gastrectomy, another came after long-standing attendance at an allergy clinic.
Although outcome data are not presented for the comparison groups the outcome of the late onset patients seemed poor. Nine patients were admitted to hospital. Five discharged themselves early, and one of these is known to have been severely anorectic 20 years later. Only four completed their advised period of stay. One is known to have died two years later, a second was anorectic two years later, a third was anorectic 3 years later, the fourth Firstly, King'5 delineates two subtypes of ANprimary and secondary. These subtypes do not specifically relate to age at onset, but the patients he described with the 'secondary' syndrome were of notably late onset. These patients did not have a 'primary aversion to food, but abstinence was endured for the sake of some greater gain, such as avoidance of pain, choking, poisoning, or the need to go on living'. Abstinence from food 'was a secondary product of a phobic dread or a delusion, or was a manifestation of intense depression'. Although they displayed prominent depressive symptomatology, the patients in the present study with a late onset did not show this syndrome. They were not deluded and had the classical phobic avoidance stance in relation to normal adult body weight which characterizes 'primary anorexia nervosa'. This postulated underlying mechanism leading to AN'6 is notoriously difficult to detect and this may be especially so in late onset cases where its revelation may depend upon the patient being involved in treatment leading to weight gain. This can catastrophically expose the fear, as was the case with several patients reported here.
Secondly Anorexia nervosa is usually thought of as an adolescent problem, and explained in relation to the turbulent events of teenage years. For the late onset patients other maturational crises were examined to examine their relevance in the late development ofthe condition. The data did not support the idea of marriage or childbirth as an immediate precipitant of anorexia. However, although less easy to document, there was a clear general theme of sexual difficulties throughout life. It could be argued that a retreat from the challenges of sexual maturation, thought by us to be important in the aetiology of AN,'6 was postponed for some of the present patients until dutifully they had seen through their fertile years, despite anxiety or disgust with their sexuality. At this point, however, sexual guilt and concern over ageing and selfregulation overwhelmingly reasserted themselves, to be resolved by the belated development of the disorder.
Other late onset case studies offer some support for this hypothesis. Kellett et al.4 described a single patient who had 'a disgust of physical sexual relations throughout her life'. The patient developed AN at the age of 52 following the marriage ofher second daughter. Her husband having died, this left her alone for the first time in her life. Launer5 described a patient with a possible onset of anorexia at 70 years of age. This patient also had a 'dislike of the feminine role', and 'her sexual relationship with her husband had always been poor'. Despite this she had a son when she was 35 years old. Dally and Gomez'7 described three patients with 'anorexia tardive'. Of these three, one refused her husband sexual intercourse after the birth of her only child, the second had two daughters but 'regarded sexual intercourse with abhorrence'. Of a sub-group of such patients they suggested that within marriage sexual life 'was virtually non-existent' and 'symptoms are likely to increase after childbirth'.
The present study suggests a particularly poor prognosis for these late onset patients. This is in keeping with more general findings'4 suggesting that later age of onset is associated with a worse prognosis. However, these findings largely distinguish the outcome for patients with an onset in their early teens from that for patients with an onset in their later teens and early twenties. Although the evidence is limited, we would suggest that the outcome of these still later onset patients is still worse. The proffered aetiological hypothesis for some of these patients might, in part, explain their apparently poor prognosis. For such patients the possible gains of recovery are less clear than for young patients who may desire the 'normality' of marriage and motherhood, but fear the reality of these undertakings.
The poor prognosis, and outcome of admission in particular, suggest that treatment approaches need to be modified for these patients. Possibly the ambitions of treatment need to be more limited, perhaps to include maintenance within anorexia at a stable weight which does not threaten life.2'
